Seventy-one seriously delinquent adolescents (40 male, 31 female) were evaluated by two of the authors (an interviewer and an observer) using the Social Adaptation and Interpersonal Relations sections of the DIB (Diagnostic Interview for Borderlines) in combination with the SADS (Schedule for Affective Disorders and Schizophrenia). DIB scores and DSM-III diagnoses were assigned to each subject by the consensus of the two evaluators. Twenty-six subjects received a primary DSM-III diagnosis of borderline personality disorder. Nineteen (73%) of these subjects were also identified as borderline by the DIB. The DIB was generally successful in differentiating the DSMIll borderlines from subjects with other DSM-III diagnoses on DIB total, subscale and statement scores. Subjects with a DSM-III diagnosis of major affective disorder were frequently inappropriately categorized as borderline by the DIB, however, reasons for the difficulty of the DIB in distinguishing delinquent adolescents with borderline personalities from those with major affective disorder are discussed, comparisons with adult studies using the DIB are made and directions for future research are indicated.
T HERE has been a great deal of interest in borderline phenomena in adolescence.12*'3~'7 To date, studies have focused primarily on the identification of psychodynamic factors important in the genesis of these conditions and their treatment with psychotherapy.r4*r8,r9 Because of the limitations of this investigatory approach, basic questions about borderline phenomena in adolescence remain unanswered. These questions include: (1) Can adolescent borderlines be reliably diagnosed using methods and diagnostic criteria developed for establishing the diagnosis in adults?; and (2) What relationships exist between the borderline diagnosis in adolescence and major affective disorders, schizophrenia and other character disorders?
Previous studies of delinquent adolescents have concluded that borderline conditions make a significant contribution to the psychopathology seen in this group.'5,24 Offer, Marohn and 0strowr5 in their study of psychiatrically hospitalized delinquents described four personality types which defined their sample. Two of these personality types were borderline, the empty borderline and the depressed borderline. In another study also designed to define personality types, Taylor-Gibbs24 found borderline personality to be a frequent type in her sample of delinquent girls. Other current studies of delinquent populations2~'~r0~" have found that both major affective disorder and schizophrenia or "schizophrenic spectrum" symptoms occur with high frequency in these adolescents. These studies suggest that in addition to borderline conditions, delinquent adolescents exhibit a wide range of psychopathology.
Studies of borderline phenomena in adults have been more systematic than those in adolescents.3*6J6 The Diagnostic Interview for Borderlines (DIB)9 is currently in wide use for the diagnosis of borderline conditions in adults. A semistructured interview, the DIB directs questions at five areas (social adaptation, impulsivity, affect, psychosis and interpersonal relations) in which borderline symptoms are likely to be found. In the studies of Gunderson"h and in replication studies by Soloff'"," the DIB has been shown to adequately differentiate borderline subjects from those with schizophrenia, major affective disorders and "neurotic" depression. In a study of the intersection of DIB and DSM-III definitions of the borderline diagnosis, Kroll et a1.8 found that 80% of the subjects identified by the DSM-III as borderline were also identified as borderline by the DIB. Together these studies indicate that while further research is needed before the borderline diagnosis is fully validated, the DIB has proven to be a useful and reliable research instrument.
The current study, which is part of a larger study of psychopathology in seriously delinquent adolescents, was designed to generate pilot data regarding the diagnosis of borderline conditions in adolescents. Structured interview techniques are utilized and the relationship between DIB defined and DMS-III defined borderline conditions is examined.
MATERIALS AND METHODS
Subjects in this study were delinquent adolescents housed in the training school system m the State of Michigan. Males were chosen from two programs designed for the serious offender. The total population of these programs at the time of the study was 120. Female subjects were chosen from the State's only residential facility for delinquent girls, with a total population of 60. Subjects were selected based on a set of criteria designed to identify the most serious and recidivistic juvenile offenders. These criteria included: (1) commission of violent felonies (murder, rape, armed robbery, felonious assault. arson or kidnapping), (2) commission of multiple (three or more) non-violent felonies, (3) multiple placements in the training school system, and (4) assaultive in-program behavior which required that the victim receive medical attention. Subjects were considered appropriate for evaluation if they met at least two of these criteria. Felonies were recorded only if the subject had been adjudicated for the offense. No subject was included who had been in-program less than one month. All subjects were seen by two of the authors (an interviewer and an observer) in a structured interview format. The interview consisted of two parts. the first being the Social Adaptation and Interpersonal Relations sections of the Diagnostic Interview for Borderlines (DIB),' the second being the Schedule for Affective Disorders and Schizophrenia (SADS).?L The use of the Social Adaptation and Interpersonal Relations section of the DIB allowed the interviewer to obtain specific information about the subject's school performance and relationships with others. The SADS permitted the interviewer to inquire about specific psychiatric symptomatology, both current and past. Following the completion of the interview. DSM-III diagnoses were assigned based on the consensus of the two examiners. In all cases. one diagnosis was designated as a primary diagnosis, indicating that based on the clinical judgment of the authors, this diagnosis was the major contributor to the pattern of psychiatric symptomatology seen at the time of the evaluation. The remaining three sections of the DIB (impulse. affect, psychosis) which had not been completed during the interview were then scored. based on information generated durmg the interview. DIB scoring generated a DIB total score, 5 scaled section scores from the social adaptation. etc. sections and 29 statement scores.
RESULTS
Eighty-four subjects (48 males and 36 females) were chosen for evaluation using the criteria described above. Of these, 71 (40 male and 31 female) were actually evaluated. Two subjects refused to participate and the remainder were either truant or discharged prior to evaluation. The average age of the subjects chosen for study was 16.3 with a range of 14 to 18. Thirty-nine subjects were white, 26 black. 6
Hispanic or other. As a group, subjects were of low socioeconomic status as measured by the Hollingshead-Redlich two-factor scale. The group studied was composed of adolescents whose legally defined level of delinquency was similar, and involved repetitive and serious felonious acts. Fiftyeight (87%) of subjects had committed one or more violent or three or more nonviolent felonies. The primary diagnosis of the 7 1 subjects studied is presented in Table 1 . Twentysix (37%) of subjects were assigned the DSM-III diagnosis of borderline personality disorder. Eleven (15%) were diagnosed as having major affective disorders and 3 (4%) received a primary diagnosis of schizophrenia.
For purposes of comparison, subjects were placed in one of four groups based on their primary diagnosis: the borderline group, the major affective disorder group, the schizophrenia group, and the other psychiatric diagnosis group. The other psychiatric diagnosis group included subjects with conduct, personality, minor mood disorders, substance abuse, and mild mental retardation as primary diagnoses. In Fig. 1 the distribution of total DIB scores is presented for the four diagnostic groups. The mean total DIB score for subjects in the DSM-III borderline group was 7.9, the major affective group 7.5, the schizophrenia group 5.3, and the other psychiatric group 4.9. Subjects in the borderline group scored significantly higher than subjects in the schizophrenia group (P .Ol, Fisher exact test) and the other psychiatric diagnosis group (P .Ol, Fisher exact test) but were not significantly different than subjects in the major affective group.
Following the convention of Gunderson, a DIB total score of 7 was used as a cutoff score for the diagnosis of borderline personality disorder. Using this cutoff, 73% of subjects in the DSM-III borderline group were corrently categorized as borderline and 27% were inappropriately excluded from the diagnosis (false negatives) by the DIB total score. Again, using 7 as a cutoff score, 20% of subjects were incorrectly assigned a borderline diagnosis (false positives) by the DIB. Of these 14 false-positive subjects, nine were from the major affective group and five were from the other diagnosis group. Using 8 as a cutoff score for the diagnosis of borderline personality, 62% of the DSM-III borderline group were correctly categorized by the DIB, and the rate of false-positives fell to 10%. As the data indicates, the majority of false-positive results are contributed by subjects from the major affective disorder group, When these subjects are dropped from the analysis the percentage of false-positives falls to 7 % using a cutoff score of 7, and 3% using a cutoff score of 8.
The mean scaled scores of the five sections of the DIB are presented in Table  2 . Only one section score, psychosis, clearly distinguished the borderline group from the major affective group. There was a trend towards a significant difference in the affect section, where the major affective group tended to score higher.
DIES section scores were more successful in differentiating the other diagnosis group from the borderline group. The other diagnosis group received significantly lower scores for four of the DIB sections, impulse, affect, psychosis and interpersonal relations. Like the major affective group, the other diagnosis group was not differentiated from the borderline group by the social adaptation scale score. These three groups of subjects all demonstrated a pattern of poor school performance combined with superficial social adjustment.
The small number of schizophrenic subjects makes meaningful comparison of this group with the borderline group difficult. However, the social adaptation and impulse section scores did significantly differentiate these two groups, with the schizophrenic group scoring lower on both sections. Overall, as was the case with the DIB total scores, the DIB section scores were successful in differentiating the borderline group from the other diagnosis and schizophrenic groups, but not from the major affective group.
In Table 3 the 29 individual statement scores are presented for the four diagnostic groups. Because of their small numbers, schizophrenic subjects were excluded from the analysis and are presented for descriptive comparison.
There appear to be substantial differences between the schizophrenic and borderline groups in many statement scores from all five DIB sections.
As would be expected from the DIB total and section scores, none of the statement scores in the social adaptation section differentiated the major affective group from the borderline group. In the impulse section, the wrist slashing statement significantly distinguished the major affective and borderline groups, with the borderline groups scoring significantly higher on this statement. Two statements in the affect section, the depression and chronic dysphoria statements differentiated the major affective and borderline groups. The major affective group scored significantly higher on both statements. Two statements, brief paranoid experiences and regression were also significant in differentiating these two groups. None of the statements in the interpersonal relations section were found to differentiate the major affective and borderline groups.
As was true with the major affective group, none of the statement scores in the social adaptation section differentiated the other diagnosis and borderline groups. Two statement scores in the impulse section, wrist slashing and manipulative suicide were significantly higher in the borderline group. In the psychosis section four statements, derealization, brief paranoid experiences, psychotic experiences with drugs and regression, significantly differentiated the other diagnosis and borderline groups. Finally, in the interpersonal relation section, three statement scores were found to distinguish the other diagnosis and borderline groups. Those statements were intense, unstable interpersonal relationships, devaluation and staff splitting. In summary, the picture of the seriously delinquent borderline adolescent that emerges from analysis of the DIB is that of an adolescent who is superficially socially appropriate, though unable to produce any sustained achievement in work or school, is affectively labile, self-mutilative, prone to brief periods of paranoid ideation and likely to be involved in relationships where dependency needs are great, but denied and where hostility and instability are prominent. Despite the fact that many nonborderline adolescents share diagnostic features with borderline subjects, borderline delinquent adolescents are readily distinguishable from other diagnostic entities, excepting active major depressive disorder.
DISCUSSION
Our study, as outlined previously, was designed to create pilot data and generate hypotheses about borderline personality in adolescence. The data demonstrate that the borderline diagnosis can be made in adolescent subjects using structured interview techniques and DSM-III diagnostic criteria which have been developed for adult populations.
Our study also strongly supports previous psychodynamically oriented studies which have suggested that borderline disorders make a substantial contribution to the psychopathology seen in delinquent adolescents. One aim of the current study was to determine the extent to which the DIB and DSM-III borderline critiera converge in their identification of subjects as borderline. In this aim our study was similar to that of Kroll et al8 who investigated psychiatrically hospitalized adults. They found 80% of subjects with a DMS-III diagnosis of borderline were similarly classified using the DIB, a figure comparable to the 73% of DSM-III borderlines appropriately classified by the DIB in our study. In the adult study only 23% of the subjects "inappropriately" categorized as borderline by the DIB had DSM-III diagnoses of major affective disorder, while in our adolescent study fully 65% of the "inappropriately" categorized subjects had primary diagnoses of major affective disorder. This comparison indicates that greater problems exist in adolescent subjects in differentiating borderline personality disorder from major affective disorder.
The major affective group in the current study is most similar to the depressed group in the study of Soloff.2s Both groups had major affective disorders and were diagnosed using very similar methodologies.
Five DIB items distinguished the adolescent borderline group from the major affective group, while in Soloff's sixteen DIB study items distinguished adult borderline and depressed subjects. Four of the five items which distinguished the adolescent major affective group, including depressed affect, self-mutilation, brief paranoia and regression also differentiated adult subjects with borderline personality and major affective disorder. The majority of items which distinguished adult but not adolescent affective disorders from borderlines came from the Impulse and Interpersonal Relations sections. Because behaviors which are reted as part of a pattern of impulsivity by the DIB are common to delinquency, it is not surprising that the Impulse items, excepting selfmutilation and suicide, did not distinguish the borderline and major affective groups. Examination of the Interpersonal Relations items suggests that delinquent adolescents with major affective disorders have difficultes in relatedness which make it difficult to distinguish them from borderline delinquents.
Further research is needed to determine if major affective disorders have a similar impact on nondelinquent adolescents, as has been suggested by Stone.23 Adult studies using the DIB do not provide a ready comparison group for the other diagnosis group of the current study. Detailed results of evaluation (including DIB statement scores) of subjects with personality disorders other than borderline, substance abuse, etc. is not currently available in the literature. The other diagnosis group is most similar to the "neurotically" depressed group used by Gunderson as a control.5 The diagnostic criteria used to select subjects for the "neurotically" depressed group are not spelled out, and this group appears intended to provide a less disturbed, more highly functioning group of subjects with which to compare borderline subjects. In this respect, the other diagnosis group and the "neurotically" depressed group are similar.
In comparing these two groups, 7 of the 11 items which distinguished Gunderson's "neurotically" depressed group from adult borderlines also distinguished the other diagnosis group from the adolescent borderlines.
These items included the self-mutilation and suicide items from the Impulse Section, the brief paranoia and regression items from the Psychosis section, and three items, unstable relationships, devaluation and splitting items from the Interpersonal Relations section. In our study subjects at "the upper border" in terms of severity of psychopathology were readily distinguished from borderline delinquents, and in a manner consistent with the way in which the DIB differentiated adult borderlines from adults with neurotic depression.
Further investigation of borderline personality in adolescence will require improvements in the methodology employed in this study (independent raters), inclusion of diverse subject populations (psychiatrically hospitalized adolescents, less severely delinquent adolescents), family studies and a search for biological markers (dexamethasone suppression)' which have proven useful in the characterization of adult subjects.
SUMMARY
Borderline personality disorder makes a substantial contribution to the psychopathology seen in delinquent adolescents. Borderline pathology can be identified reliably in this population using instruments and diagnostic criteria developed for making the borderline diagnosis in adults. The main difficulty in making the diagnosis of borderline personality in delinquent adolescents and perhaps in adolescent populations in general is the differentiation of borderline personality from the major affective disorders.
